Dr Felicity Tunbridge (St Mary's Hospital, Harrow Road, London) disagreed that a nurse was not as competent as a doctor to carry out weight, urine analysis, hxemoglobin and similar estimations to form the basis of a health interview, or to form a basic assessment of a new employee in relation to his job. Particular points could be referred to a doctor, but doctors could be employed doing other things apart from those very basic things.
Dr Suzette Gauvain, replying to a question, said that as an occupational health specialist a consultant could be an adviser to a wide area or group of hospital occupational health services.
Group Captain D W Boatman (North-Eastern Metropolitan Regional Hospital Board) asked if this area would be as large as a region. Dr Gauvain thought this would obviously rather depend on what Dr Taylor found in his survey. She would have thought this varied enormously, depending on the size of the population at risk in the region. Dr 0 P Edmonds (University of Manchester) asked what provision was made in the initial training of the nurse or the doctor for occupational medicine. Nurses in particular often had difficulty in setting aside the emphasis laid on treatment of the sick patient.
Miss Jarman said that she thought this was why they needed training.
Dr Gauvain said that if the undergraduate training syllabus of nurses was similar to that of doctors she would agree with Dr Edmonds, because so little preventive medical teaching was usually included.
Dr John Laughlin (Crawley) felt very strongly that the general practitioner element to occupational health services was almost inevitable. As temporary patients of some unknown local general practitioner, nurses would not get the full treatment -medical treatmentto which hospital staff were entitled.
He thought the hospital occupational health services differed from those in industry, of which he also had considerable experience. In hospitals there was in many instances no single person who was finally responsible.
Miss Jarman agreed that it was always the doctor who took the ultimate responsibility. A nurse could not diagnose or prescribe treatment; she could assess symptoms and perhaps give minor remedies. I am grateful for the opportunity to put the view of a hospital administrator who has had some experience of working with an occupational health scheme in hospital, particularly because I think that the significance of the administrators' role in developing occupational health services has not been perceived by all administrators or, indeed, by many of the medical or nursing staff who have been pressing hard for the recognition of the importance of occupational health.
A hospital administrator is concerned with the operation of all departments in the hospital group, whether or not he has direct accountability for all of them. Occupational health is also concerned with every department in the hospital; with every department in which staff are employed. As co-ordinator, the hospital administrator is in a uniquely valuable position to do three things: (1) To appreciate the need for a health service for all hospital staff. (2) To make practicable the introduction of such a service. (3) To support and foster the serviceparticularly when it is in its infancyin a number of important ways.
Needfor Occupational Health I do not propose to go over the ground already covered by practitioners in the field of occupational health medicine, concerning the nature and desirability of an occupational health service in hospitals. I wish, however, to comment on one or two points arising from the Tunbridge Committee Report. I know that my views are shared by a number of my fellow administrators, but not by all. I make these points then, briefly, as personal comments:
(1) I support the recommendations of the Tunbridge Report as a wise, admirably concise and entirely practical report. In a short and devastatingly clear way it pointed to a glaring oversight in our policies and practice in the management of the hospital service. Administrators who are conscious of their role as co-ordinators, and who are at the same time attempting to develop comprehensive personnel policies in hospitals, have reason to be grateful for the expertise and wisdom of that report, and are in no doubt at all that its implementation is a necessity to the service.
(2) I am concerned, as I know a great many people here today are concerned, at the slowness of implementation. I believe that the committee itself was courteous and restrained almost to a fault in the relatively mild way in which it compared the progress made in industry and other services in the introduction of occupational health schemes with the almost total neglect of the subject in the health service itself. It seems to me a shameful paradox that such a vast service as the NHS, whose sole concern is the health of individuals and groups, should be almost the last major employer to wake up to the need to devote careful and expert attention to the health of its staff. Moreover, the defence for the previous lack of action which is suggested in the report, that 'the many needs for improvement in services to patients' had, by their priority, caused the question of staff health to be overlooked, is to me quite untenable.
(3) The last general point to make about the report is one of emphasis. The important requirement that we should be considering the health of all staff in the hospital is stated two or three times in the report: it is, of course, paramount to the concept of occupational health that the total staff of an organization is the population at risk. The report is nevertheless understood by many onlookers as having to do solely with nursing staffpossibly because it concentrates on nursing staff in its examples of practical applications. Another and better reason for this misconception is the fact that many senior members of the nursing profession, both before and after the publication of the Tunbridge Report, have led the way in urging their medical and administrative colleagues and hospital authorities to perceive the benefits of occupational health schemes. I think it is the senior nurses in the service as a whole who have been more awake to the needs of their staff and who continue to be in the front line of those who wish to see standards for occupational health developed nationally in the service.
Nevertheless, in the average hospital about 38 % of the total staff are nurses. Another 38 out of every 100 staff are domestic, catering, portering staffancillary staff, many of them semi-skilled or unskilled. Professional staff depend on their services. Have the traditional and random efforts to have a care for the health of hospital staff paid much, if any, attention to their needs as individuals and as groups? The answer, as you will be aware, is no. Experience tells me that even now many senior professional and administrative staff in the service cannot consider their needs seriously, if they have thought of them at all.
And, still on the theme of the totality of the hospitalwhat of laboratory workersscientists and technicians? Is there not still a bland assumption that people working in these centres of knowledge are by virtue of this specialized knowledge protected against all the hazards that lurk in a hospital? And yet we know the reverse to be true. And building and engineering staffvital lifelines to the increasingly complex hardware of hospital services: the hazards that face them have been badly neglected by hospital authorities in the past -Factories Inspectors apart. Similarly, for all classes of hospital staff.
To me as a manager, one of the most significant characteristics of any occupational health scheme is the opportunity to look on the hospital as a totality: to provide an appropriate preventive service for each hospital department; to consider, according to its needs, the peculiar hazards of each group of workers in the hospital; to provide a service (in one form or another) to each individual member of the staff; and to look expertly at the total functioning of the hospital. Three Pointers to Action In conclusion, I wish to make three points, addressed to administrators and non-administrators alike, which arise from experience in working in a hospital which has the good fortune to have a vigorous infant staff health service:
(1) To hospital administrators, particularly those who acknowledge the value of the concept of occupational health, but become cagey and defensive about starting a staff health service. 'A very good idea', they will say, 'but how can we afford it? With tight budgets and so many demands for the available money, how can we think of occupational health at a time like this?' To them, I would say, simply: 'It is an investment that more than pays for itself.' 'Oh yes', they will say, 'we have heard that one before. We are prepared to acknowledge that it may be good value for money, but so are many other desirable developments, and it is still an extra cost.' Now I am anxious to make it clear that a staff health service set up according to Tunbridge principles (give or take the odd variation) with the right medical and nursing appointments will make for better, more efficient management of the hospital as a whole. Moreover, it will save money. I know that a number of people in this hall may stir uneasily at the thought of an economic argument for staff health services, but this is an important, practical justification. Consider the following examples: candidates who are not appointed because a screening process indicates a doubtful health risk; hundreds of man-days recovered by the work-force through immunization programmes; many more man-days recovered because of the identification and correction of hazards arising in the work of particular groups of workers; a saving more difficult to quantify, but very real, in the strengthening of morale and reduction in staff turnover attributable to the combined effects of the staff health service.
The salaries of physician, occupational health sister, clerical staff, medical supplies and overheads are minor in relation to these savings. The saving is not merely one of cash, but of the more precious resource of manpower. Moreover, if that were not enough I am sure it will be found, if one looks carefully at the existing arrangements in many hospitals, that these arrangements, besides being selective or random in their application to the total staff of the hospital, are considerably more expensive. I invite you to recall from memory arrangements in hospitals with which you have been associated and which do not have a staff health service, and your experience of the following: staffed wards set aside for treatment of selected staff, normally under-used; proliferation of sick bays of one kind or another in a hospital group; intricate but ad hoc patterns of referral for treatment of staff, often involving many departments on a 'one-off' basis; duplication of effort in preventive campaigns organized separately for different classes of hospital staff. And so on. To sum up on this point: if one is fortunate enough to be able to recruit a physician and a nurse with the appropriate qualifications and enthusiasm, and if they are given adequate support in financial terms (as well as in other more important ways), the investment will be more than recouped.
(2) My second point concerns the support for the service, and the role of the administrator. It is no good expecting a new staff health service, however excellent its direction, to get on with the job of spreading its good work on its own: (a) A very thorough introduction of the service, side by side with other comprehensive personnel policies, is essential. The administrator is in an ideal situation to co-ordinate this effortto facilitate itto provide a forum for discussion, to ensure that communications are thorough, to assist with the propaganda required. Assuming that an administrator understands and supports the concept of staff health, I would go further and say it is the job of the administrator to take the lead in the hospital in introducing, planning and programming, and in providing a favourable climate in which the budding plant can grow and flourish.
(b) The administrative task does not end there. Most important of all is the task of giving effect to the recommendations of the staff health service, of solving the problems demonstrated by the physician and nurse. This is crucial. A good occupational health doctor, as he picks up steam after the inception of the service, creates a wake behind him. That wake consists of many comments, criticisms, many awkward questions, concerning practices in the hospital which are in one way or another prejudicial to the health of the hospital. It is at this point that the initial enthusiasm of many people in the hospital tends to wane abruptly. 'It's too difficult', 'not practical', 'not my responsibility', 'we're going too far', 'all this fuss over cut fingers', &c. Unless the administrator is prepared, as I believe he must be, to use his resources to co-ordinate, negotiate and implement changes the whole point of occupational health will be missed, and an incomparable resource may be wasted. The skill and efforts of the staff health team must have effective backing by, and the complete involvement of, the hospital administrator if those efforts are not to be dissipated.
(3) My last point, perhaps outside my brief, follows in part from my previous one. It concerns the status or designation of the occupational health physician. It seems to me as an administrator that many consultants employed in hospitals are still quite indifferent to, in some cases positively opposed to, the introduction of an occupational health service. There are, of course, a number of reasons for this, and you will be more familiar than I am with the opposing arguments. I referred at the beginning of my paper to the shameful paradox of a National Health Service without a staff health service. It seems to me also to be shameful, three years after the publication of the Tunbridge Report, that there is as yet no adequate national recognition of the qualified staff health physician on terms of parity with his consultant colleagues. This dilatory process is damaging and dispiriting and is a factor inhibiting the growth of occupational health in the service. I can only say, as an administrator, that we are fortunate against the odds to have managed to retain the enthusiasm and devotion of that small band of doctors who are currently practising occupational health in the hospital service.
